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The five aspect meal model as a conceptual frame-
work for children with a gastrostomy tube in paedi-
atric care
Abstract
Background: Cancer treatments may induce side effects
and cause eating problems. A gastrostomy tube may be
required in order to maintain and optimise the child’s
nutritional needs. Despite the use of a gastrostomy tube, it
is important to maintain a natural and attractive mealtime
for the child. The Five Aspect Meal Model is age neutral
and originally designed to improve restaurant visits. Its five
aspects conceptualise what is necessary to ensure a com-
plete meal experience. To date, there is lack of knowledge
to guided model development about mealtimes adapted to
children and limited knowledge regarding mealtime expe-
riences for children with a gastrostomy tube.
Aim: The aim was to investigate whether the Five Aspect
Meal Model could be appropriate to be used for children with
a gastrostomy tube in caring science and paediatric care.
Methods: The design followed steps retrieved from Renjith
and colleagues. Seven interviews were performed with
the Five Aspect Meal Model as a base in the interview
guide. The transcripts were analysed by using a qualita-
tive directed content analysis with a deductive approach,
which finally passed into a more inductive one.
Findings: All aspects of the Five Aspect Meal Model were
represented in the interviews. There were also experi-
ences related to the gastrostomy tube and the mealtimes
that did not fit into any of the five predetermined cate-
gories. As a result, the modified version was developed,
an adapted prescribing practice model that includes seven
aspects, whereof bodily discomfort and time for change
and acceptance are specific to children with a gastros-
tomy tube.
Conclusion: Based on children and their parent’s experi-
ences, the Five Aspect Meal Model has been developed
and adapted into a modified version, which includes
seven aspects. The modified version seems to be appro-
priate to use within caring science and paediatric
care.
Keywords: cancer, children, gastrostomy tube, meal-
time, nursing, nutrition.
Submitted 1 September 2020, Accepted 4 January 2021
Introduction
Childhood cancer patients usually require a demanding
course of treatment (1–3). Surgery, chemotherapy, radia-
tion and stem cell transplantation (SCT) are possible
measures that can be taken (4). Side effects such as
nausea, vomiting, mucositis, altered taste and altered
smell, as well as lack of appetite, can result from the
treatment (5, 6). The side effects can lead to eating prob-
lems (5–7) and cause malnutrition (6, 8–10), which can
lead to impaired treatment as well as an increased risk of
morbidity and mortality in childhood cancer (8, 10, 11).
The hospital environment (5, 7, 12), as well as other
physical, social and psychological aspects, can affect the
nutritional intake of children with cancer negatively
(5–7, 12). In particular, older children commonly refuse
to eat hospital food, sometimes in order to gain control
(5, 12). The main reason is the taste and smell (5–7, 12),
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but improper sizes of portions (7) or poor presentation
can also have negative effects (5–7). The cancer treat-
ments may make it even more difficult to eat, which
leads to the mealtime being demanding (6, 12, 13) and
associated with negative feelings for the parents, for
example frustration (6), stress and conflict (13).
During a cancer treatment, it is crucial to preserve
equivalent nutrition (6, 14, 15) why nutritional support
(10, 16, 17) and ‘attractive’ mealtimes are fundamental
in paediatric care (5, 12). Enteral nutrition (EN) can be
an option when there are feeding difficulties in cases of
childhood cancer (8, 10, 17, 18). A nasogastric tube (NG-
tube) or a gastrostomy tube (G-tube) can be used in
order to administrate EN (8–10, 19).
To date, there is a lack of knowledge regarding
guided model development about mealtimes adapted to
children within paediatric care. There are also limited
knowledge regarding how children with cancer and a
G-tube experience mealtimes. The concept of the Five
Aspect Meal model (FAMM) came originally from the
Michelin Guide (20–22). The FAMM is an age neutral
practice meal model, with the aim of improving meal
experiences for guests visiting restaurants (20–22). It is
uncertain whether the FAMM (20–22) can be used for
children with a G-tube, or indeed, for children at all,
since their expectations as well as the nature and ‘ide-
als’ of the mealtimes may be different to those of
adults. Due to the lack of knowledge, the aim of our
study was to determine whether the FAMM (20–22)
could be appropriate to use within caring science and
for children with a G-tube in paediatric care, but also
to see if the model could be developed or adapted, and
if so, in what way.
Methods
Research design
The design of this study follow steps retrieved from and
inspired by Renjith and his colleagues (23 p. 97), see
Table 1. The steps have been used in order to create a
structure during the process of investigating whether the
FAMM (20–22) could be an appropriate model to be used
for children with a G-tube. Three children and four of
their parents in three families were interviewed. In total,
seven semi-structured individual interviews were per-
formed with the FAMM (20–22) as a base in the inter-
view guide, see Table 2. The interviews lasting between
14–24 minutes for the children and between 22–69 min-
utes for the parents, see Table 2.
Step I: Identification of an appropriate conceptual model
The FAMM was originally designed to improve visits to
commercial restaurants and describes what is necessary
to facilitate a complete meal experience focusing on five
aspects: the room, the meeting, the product, the manage-
ment control system and the atmosphere (20–22). The
model (20–22) has been debated in other meal models
(24, 25) and also been used as a framework in research
regarding the public sector (26) and elderly’s experiences
in hospital (27). The Swedish national Board of Health
and Welfare (28–30) has in some of their official docu-
ments used the FAMM (20–22) in order to create pre-
sumptions for improved mealtimes and mealtime
experiences. The National Food Agency (31) has devel-
oped their meal model on, for example the aspects in the
FAMM (20–22).
Table 1 Application of the Five Aspect Meal Model (FAMM) (20–22)
to the mealtimes of children with cancer and a gastrostomy tube
(G-tube).
Application of the Five Aspect Meal Model (FAMM)
Step I Identification of an appropriate conceptual model
Step II Overview of the selected conceptual model
Step III Link the conceptual model concepts with study variables
Step IV Analyse the relationship between study variables on the
basis of the conceptual model
Step V Applicability of the conceptual model
The steps in the table are retrieved from and inspired by Renjith and
his colleagues (23 p. 97).
Table 2 Case description – data were collected at one of the six
Childhood Oncology Centres in Sweden.
Children (n = 3)



















The Five Aspect Meal
Model (FAMM) was used
as the basis of the
interview guide
The Five Aspect Meal
Model (FAMM) was used





24 minutes (n = 3)
Semi-structured interviews,
conducted 2019, lasting
between 22 and 69
minutes (n = 4)
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Step II. Overview of the selected conceptual model
See Table 3.
Step III: Link the conceptual model concepts with study
variables
Children with cancer can undergo complications, for
example granuloma, leakage, infections and inflamma-
tions due to G-tube surgery (8). One assumption is that
these complications affect children’s experience of meal-
times negatively. Given that the FAMM was originally
developed to improve mealtimes at restaurants (20–22),
the next step in this study was to investigate whether it
could be used as a model in caring science and paediatric
care for children with a G-tube.
Step IV: Analyse the relationship between study variables on
the basis of the conceptual model
The first author (UM) transcribed the audio recordings
from each interview verbatim. The transcripts were
analysed using a qualitative directed content analysis
approach (32) - a deductive analysis, which involved a
line-by-line review of the transcripts. The target of this
analysis - which also represents its strength - is to con-
firm or extend the existing theory (32). In the final step,
a more inductive approach was used in order to create
the category others (33). The analysis was based on four
steps, see Table 4.
Step V: Applicability of the conceptual model
Researchers expect to base their work on a theory or a
conceptual model. According to Risjord, a conceptual
model can be seen as a tool in order to manage the
research process, a way to elucidate perspectives that are
of importance for the nurses (34). The FAMM (20–22)
has been used in order to see if the model can be adapted
to the mealtimes of children with cancer who use a
G-tube. Risjord’s requirements of a middle range theory
will be used for evaluation of the model in this study
(35). See Table 5.
Results
After completion of the analysis, all aspects in the FAMM
(20–22) were represented. It also became apparent that
the category ‘Other aspects’ was necessary, where from
the two additional aspects was established. Based on chil-
dren and their parent’s experiences, the FAMM was
developed and adapted into the M-FAMM, a prescribing
practice model including seven aspects that needs to
understand mealtimes for children with a G-tube. With
the aspects, bodily discomfort and time for change and
acceptance, specific added for children with a G-tube, the
M-FAMM seems to be appropriate to use in caring
science and paediatric care.
The room
Mealtimes occurred in different places and in different
rooms, for example around a table, in bed or on the
Table 3 Step II: Overview of the selected conceptual model and its
five aspects, the Five Aspect Meal Model (FAMM) (20–22).
The room The environment and factors regarding the
room are highlighted as being crucial in
terms of influencing the mealtime. The
mealtime can be perceived dissimilar
depending on where it is consumed and
knowledge about the room is essential in
order to meet individual requirements.
The meeting This aspect refers to the interaction and the
relations between the individuals involved in
the mealtime. It requires knowledge and
competence to meet and manage different
kinds of individuals and their needs.
The product Food and drinks are declared as the most
important factors in the model. The visual
effect and the taste experience are also
central elements in the mealtime. Therefore,
in order to create appetising meals and an
optimal mealtime experience, the individuals
involved in preparing and serving the food




This aspect describes administrative factors,
work and processes that cannot be seen
outwardly, but that all affect other aspects
in the model.
The atmosphere The atmosphere is described as an experience
when an individual feels convenient and
relaxed. Verbal communication is central,
since it contributes to the atmosphere,
which in turn creates the mealtime as a
whole.
Table 4 Steps in the analysis process inspired by Hsieh & Shannon
(32)
Steps in the analysis process
Step I Codes were based on six predetermined categories, that
is the Five Aspect Meal Model (FAMM) and ‘Other
aspects’.
Step II The codes were sorted into categories of the Five
Aspect Meal Model (FAMM) and ‘Other aspects’.
Step III The category ‘Other aspects’ was abstracted into
subcategories.
Step IV Credibility and dependability were assured by having all
authors review each of the steps in the analysis.
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couch, so adaptation and flexibility were required. The
importance of habitually eating together around the
kitchen table was emphasised. The kitchen environment
was experienced as personal, warm and relaxed being
described as an optimal place for the mealtimes. The chil-
dren’s condition sometimes involved severe issues regard-
ing eating orally. As a result, an unwillingness to
participate in the mealtimes arose. The children chose to
spend time for G-tube feeding somewhere else, which
created negative emotions for the parents: ‘X did not
want to join us around the table because x was not
allowed to eat [orally]’ (mother of child I).
The difference between the rooms at home and those
in hospital and the impact of this at the children’s meal-
times were highlighted. At hospital, the rooms were per-
ceived as small, bare and uninspiring, something that
could result in food rejection: ‘X does not want the hos-
pital food at all’ (mother of child III). The fact that the
children were isolated and had issues arising from their
condition resulted in most mealtimes being spent in bed:
‘You are usually in your room. . .you eat and do every-
thing in bed’ (mother of child III). The only alternative
was a small table that was not attractive for the children
and was not considered an option for them to sit there
and eat.
The meeting
There was a desire to keep things as normal as possible,
doing everything in the same way as had been done
prior to the G-tube: ‘It is important that x is participating
in the meal even if x is not able to eat so much’ (mother
of child III). However, differences in opinion whether the
child would join the family at the dinner table or not
could sometimes result in disagreements between the
parents, which affected the mealtimes negatively. The
parents perceived negative emotions like frustration,
stress and pressure in conjunction with the mealtimes,
which in turn influenced the children. The parents felt
responsible for making the mealtime as pleasurable as
possible: ‘We must be pushy in a manner that makes x
positive, so that it does not feel like an obligation’
(mother of child I). The parents tried to awake a desire
for the children to participate rather than making the
mealtimes into a coercive demand.
The parents constantly listened to their children’s
needs, while avoiding focusing on the nutritional intake:
‘. . .not trying to put so much emphasis on the food’
(mother of child II). Nagging about the food created frus-
tration and stress for the children, which resulted in
anger and negative emotions since they were already
aware of their need to eat.
The interaction between the child, parents and health
care professionals could sometimes be problematic, which
affected the moment of facing the food negatively. The
experience of eating hospital food at mealtimes was nei-
ther advantageous nor optimal for the children: ‘Food is
rather a necessary evil there, hence if x were not forced
to [eat], x would not’ (mother of child 1). The children
experienced a problematic situation when the hospital
food came in to their rooms without having been pre-
pared for it in some way of the health care professionals.
This situation was hard to cope with, which resulted in
stress, frustration and even more difficulty at mealtimes.
Also, the fact that the mealtimes were often interrupted
by health care professionals to perform medical proce-
dures disturbed the children: ‘At the hospital, it gets
pretty tough. . .x is eating and gets interrupted in order to
get some medicine or something at the same time’ (fa-
ther of child I). The parents sometimes experienced feel-
ings of loneliness at mealtimes and lacked support from
the health care professionals in terms of motivating the
children to eat orally. The parents thought educational
meals could create a more social and enjoyable situation
for the children.
Table 5 Risjord’ s criteria for analysis and evaluation according to his
model (35) has been used for evaluation of the modified version of
the Five Aspect Meal Model (M-FAMM) in this study.
Pragmatic criteria of evaluation
Usefulness The use of the modified model is appropriate to
meet the mealtime needs of children with a
gastrostomy tube.
Abstraction The modified model is suitable to use for the
target group of children at home as well as in
hospital and in paediatric care.
Values The performed deductive interviews resulted in
the modified model that, according to our
results, is suitable to chart and improve
mealtimes for children living with a gastrostomy
tube.
Epistemic criteria of evaluation
Operationalisation The modified model is structured and specific. In
total it includes seven different aspects that in
the future can be used as an instrument or a
framework in paediatric care.
Precision As a result of the deductive interviews, which in
the final step passed to an inductive approach,
the modified model includes seven aspects that
all differs, there is a discrepancy between them
and the areas is present.
Empirical Support The modified model is supported by the empirical
data that emerged during the qualitative




The modified model is supported by a previous
theoretical framework, that is the Michelin
Guide. The Five Aspect Meal Model, which
constitutes a base for the modified model, has
also been used as a framework in other research
areas.
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The product
The visual appearance of the food was highlighted as being
important since it had a great significance for the child’s
mealtime. The parents felt that the hospital food was not
presented in an appealing way, which resulted in negative
consequences, leading to the children consuming no food,
or much less than at home. All children agreed; they per-
ceived the hospital food extremely negatively: ‘The hospi-
tal serves disgusting food’ (child I). The hospital food
affected the children greatly and, most of the time, it was
not possible to implement the mealtimes at all: ‘I do not
find the food at the hospital so nice. I do not even eat the
food at the hospital’ (child III). Every day of their treat-
ment, the hospital food was hard to deal with. The meal-
times practically stopped and became associated with
feelings of uneasiness for the whole family: ‘X does not
find the hospital food appetizing and I can actually under-
stand that; it is not very appealing’ (mother of child I).
The management control system
The parents highlighted that daily life revolved around
food and nutritional intake, which is why requesting the
children’s favourite food, was important. Changes in taste
and flavour contributed to the children’s challenges with
the oral intake. It required a lot of time, patience, and
adaptation to purchase, prepare, adapt and cook food
according to the children’s requests: ‘I was cooking differ-
ent dishes, like five times a day, in order to find some-
thing that would work’ (mother of child III). The hospital
food was associated with feelings of frustration and dis-
couragement for the whole family. Despite the possibility
of choosing between several dishes, attempts to motivate
the children to eat were problematic: ‘They have that in
the oncology ward, a wish list for foods, it does not mat-
ter, it is not working there’ (mother of child III).
The atmosphere
Comfort, well-being and having similar routines as before
the G-tube were emphasised as essential aspects. The
mealtimes created opportunities to bond and created a
sense of normality, thus an important feeling of connec-
tion around the dinner table. The children needed peace
and quiet in order to manage the mealtimes. The envi-
ronment at home created a sense of safety and an oppor-
tunity to socialise and relax: ‘It is more relaxing to eat at
home. . . then the whole family is there. . .and you can
eat together’ (child III). The importance of avoiding to
focus on the food, and instead create cohesive mealtimes
was highlighted, that is a social activity was promoted.
By contrast, the hospital environment and medical
equipment had an adverse impact on the children’s appe-
tite and attempts to eat: ‘It is very “stripped down”. . . a
lot of appliances and there is an IV pole [drip stand]. . .it
is not an environment that is optimal and enjoyable for
having meals’ (mother of child III). A large amount of
food was served, which was remarkable for the parents
since their children could not cope with it: ‘Often the
portions are quite large. . .surprising given that it is at an
oncology ward’ (mother of child III). However, the most
prominent aspect that affected all the children greatly
was the smell of the hospital food: ‘I do not like the smell
of the food’ (child III). The smell was hard to cope with
and the children refused to allow food into their rooms:
‘X usually does not even want the tray in the room’
(mother of child III).
Rather than resulting in a sense of hunger and stimu-
lating the children’s appetite, the smell of the food was
associated with feelings of nausea and uneasiness: ‘Just
seeing the food tray makes x start to feel a bit nauseous
and to think of its smell and the situation becomes
tough’ (mother of child III). The ability to support the
children in the mealtimes became challenging for the
parents since they also perceived the smell of the food as
unpleasant and unappealing. The mealtimes practically
ceased and became an abnormal event for the families.
The smell of the hospital food affected the children so
much that usually they could not manage to eat at all:
‘That smell. . . when I smell it . . . it smells disgusting. . .I
do not want to eat it’ (child III).
Bodily discomfort
All the children experienced nausea and vomiting due to
their treatment. A NG-tube was used for a period before
the G-tube, which resulted in additional bodily discom-
fort: ‘The nasogastric tube always came up when I felt
sick’ (child III). The NG-tube exacerbated the problems
with both nausea and vomiting, which resulted in
unmanageable mealtimes: ‘The nasogastric tube. . .x kept
puking it up, so the situation was not sustainable’
(mother of child II). The children felt some pain close to
the G-tube insertion and other complications that
occurred were, for example redness, tenderness, skin irri-
tation and discomfort, which did not affect the mealtimes
to the same extent as the nausea. After a while, the G-
tube insertion resulted in decreased nausea and improved
mealtimes for the children.
A time of change and acceptance
The severity of nausea and insufficient nutritional intake
resulted in the children receiving a NG-tube in order to
facilitate their mealtimes. The children experienced feel-
ings of discomfort and uneasiness due to the NG-tube
particularly in conjunction with feeling conspicuous and
having a changed appearance, with their feelings of being
different amplified: ‘With it [the nasogastric tube], there
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used to be people just stopping and staring at me’ (child
II). This new vulnerability resulted in new situations
with withdrawal and isolation: ‘X did not want to go to
school before because it [the nasogastric tube] was visi-
ble. . .x did not want to go out among people’ (mother of
child I).
The G-tube was seen as yet another intervention
among many others in a chaotic and acute situation.
Although the change to a G-tube resulted in an improved
feeling of ‘normality’, the children also tried to hide the
G-tube. However, it was a step in the right direction as
the G-tube was more discreet. The parents described a
new and strange period to cope with after the G-tube
insertion, even though the new situation soon turned
into some kind of normalcy. Time and the ability to man-
age the child’s need of a G-tube were mentioned as being
essential to the process: ‘It was more awkward at the
beginning. . .now we have got used to it’ (mother of child
I).
The G-tube insertion was the best option, but despite a
sense of relief, most of the days still revolved around
food and nutritional intake. Despite this, the parents felt
secure in the knowledge that the intake of nutrition, flu-
ids and medications was ensured: ‘It helps a lot for us to
know that x gets what x needs’ (father of child I). It was
important for the parents that the mealtimes took place
in an atmosphere of comfort and well-being. One factor
that facilitated this was that the G-tube resulted in less
nagging and conflicts about the nutritional intake: ‘You
do not need to have these conflicts. . . you avoid all of
the nagging about the food’ (mother of child III). The G-
tube was seen as something that simplified daily life,
something great that made it possible to ensure the nutri-
tional intake. The parents experienced the G-tube as
something helpful and invaluable for their children’s
physical health and well-being: ‘You can control that x
does not lose even more weight. . . so for the sake of x’s
health, it is great’ (mother of child I).
Discussion
The FAMM (20–22) and its perspective on the meal and
the mealtime experience has been discussed (36) as well
as the FAMM has been debated in other meal models
(24, 25). Beyond this, has the National Board of Health
and Welfare (28–30) as well as the National Food Agency
(31) in Sweden used the model (20–22) in their official
documents. The FAMM (20–22) has also been used as a
framework in research within the public sector (26) and
elderly’s experiences in hospital (27). In this study, the
FAMM (20–22) has been used in order to see if the
model can be adapted to the mealtimes of children with
cancer who use a G-tube.
In the case of childhood cancer, mealtimes may be
demanding and problematic to varying degrees (6, 7, 13),
which can lead to the parents experiencing negatively
feelings (6, 13, 37). Due to this, it is crucial to create an
appealing mealtime for children with a G-tube. While
there is currently limited knowledge regarding childhood
cancer and the use of a G-tube, the M-FAMM (see
Fig. 1) seems to be an appropriate way to determine how
health care professionals in the paediatric care can meet
children’s needs with regard to mealtimes.
Every child has the right to the best health possible
(38), why competence regarding children is essential (39,
40). The FAMM (20–22) was in this study, used as a
framework to investigate what a mealtime means and
may be experienced by children living with a G-tube.
Based on the interviews conducted and the analysis per-
formed, the FAMM (20–22) with the modifications
described in the present study, seems to be a feasible tool
for use with children with a G-tube, considering their
mealtime needs both in hospital and at home. The
M-FAMM may be one way of creating a structure within
the paediatric care in order to investigate how to prepare,
implement and improve the mealtimes of these children.
In childhood cancer, it is important to preserve equiva-
lent nutrition (6, 14, 15), since malnutrition can increase
the risk of a negative outcome (8, 11, 15). The results
from this study showed that nausea, vomiting and
altered smell were prominent aspects that adversely
affected the mealtimes, in line with earlier research (5,
6), why it seems to be important for bodily aspects to be
taken into consideration. Variations in the child’s health
generate also a progress of transition (41) and children
with cancer experience several such transitions (42).
Transitions are multifaceted processes, involve variations
and are time consuming (41), which was the case in this
study; receiving a NG-tube as well as undergoing a G-
tube insertion involved a period of change and accep-
tance. The new situation required adaptation on the part
of the whole family. The results from this study show
that there is a need for more support and guidance after
the G-tube insertion.
According to our results, sensitivity to the smell of the
hospital food, as well as the amount of food and its
appearance, also emerged as aspects that affected the
children’s mealtimes negatively. It has been proved that
there is a link between smell and food intake (43). It is
common for children to have negative opinions about
hospital food and thus refuse to eat (5–7). In addition,
the type of cancer treatment can affect the incidence of
smell dysfunction in children with cancer (5, 12, 44).
Despite this being well known, our results emphasise the
need to discuss how the mealtimes are created for chil-
dren with cancer in hospital. Organisational aspects at
the hospital therefore seem to be of importance, for
example it would appear that smaller portion sizes, a dif-
ferent appearance of the food, as well as food with a
reduced smell, may all be factors that could improve the
6 U. Martensson et al.
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mealtimes for these children. Customising the mealtimes
is required in order to facilitate and optimise the nutri-
tional intake.
The environment affects both choice of food, food con-
sumption (43) and the experience of the mealtimes (20–
22). The environment seems to be significant for recover-
ing and achieving health (45, 46) as well as the content-
ment of the care (47). The environment can also
facilitate social support, which in turn can affect the sat-
isfaction of the family, as well as the child and his or her
experience of the hospitalisation (45). It has been
reported that the hospital environment (5, 7, 12, 37) as
well as physical, social and psychological aspects, can
affect the food intake negatively for children with cancer
(5–7, 12, 37), and, indeed, the influence of such factors
was borne out in this study. The hospital environment
and the medical equipment around the child became a
part of the mealtime, which had an adverse impact on
the children’s appetite and attempts to eat.
Psychosocial aspects related to the mealtimes may not
always be given a high priority for children with cancer.
There are probably many other urgent and more highly
prioritised medical factors to be considered in the first
acute phase of the treatment of these children. However,
it is necessary to pay attention to children’s needs in rela-
tion to the mealtime. Eating together is an aspect that
can affect the nutritional intake (43, 48). When a child
has cancer, usually daily situations regarding, for
example nutrition, food and mealtimes are affected (7,
49), which creates stress for the parents (49). In order to
achieve an optimal nutritional intake, the parents need
information and education to manage their children’s
symptoms and nutritional problems (7).
Limitations
The FAMM (20–22) is just one meal model and it is
important to highlight that other conceptual models per-
taining meal situations do exist (24, 25), it should also be
noted that broader perspective can be needed (24, 25,
36). A weakness of this study was that only three fami-
lies were interviewed at one hospital unit. Further inter-
views would be valuable to strengthen the credibility and
transferability of the data. However, in qualitative
research, the number of interviews is not decisive for the
quality of the results. Instead, the specific detailed experi-
ences as well as the depth in the interviews may be seen
as a strength. Some of the interviews were quite short
since the younger children tended to present their stories
concisely, which could be considered a limitation.
The interpretation of the data was strengthened by the
fact that the content of all seven interviews, performed
with both children and parents, confirmed each other.
The experiences were conveyed in a thorough manner
whereby the content became comprehensive and con-
tributed to rich data. In turn, prerequisites for
Figure 1 A modified version of FAMM (M-FAMM), adapted for children with a gastrostomy tube (G-tube).
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confirmative and truthful results emerged, which had a
positive effect on the range and quality of the results.
However, additional research is needed to confirm
whether the M-FAMM can describe mealtimes appropri-
ately for children with a G-tube.
Conclusion
This study presents an empirically grounded model, a
new approach to meeting childhood cancer and nutri-
tional needs. Based on children and their parent’s experi-
ences, the FAMM (20–22) has been developed and
adapted into the M-FAMM, including seven aspects. Two
aspects are specific to children with a G-tube, bodily dis-
comfort and time for change and acceptance. Risjord’s
criteria for analysis and evaluation according to his model
(35) have been used to evaluate the M-FAMM, which
strengthen the model. The M-FAMM seems to be trans-
ferable and useful to achieve an optimal mealtime for
children with a G-tube in paediatric care. It could enable
opportunities to capture children’s experiences regarding
their G-tube and mealtimes, which would be of great
benefit since positive experiences are essential to facili-
tate the treatment and recovery process.
Clinical implications
The M-FAMM could be used in paediatric care in order
to chart and identify children’s nutritional needs before
and after they have received a G-tube. It is an important
part of the recovery process to create an appealing meal-
time environment, adapted to these children’s specific
conditions and needs. The use of the M-FAMM in paedi-
atric care facilitates new interventions and guidelines in
order to motivate and optimise mealtimes and nutritional
intake in children with cancer. For example, in this
study, the model detected a need to debate the food at
Paediatric Oncology wards. The presentation of the food,
the portions sizes, and the smell of the food were specific
aspects that affected both nutritional intake and meal-
times negatively for the children. The results highlight a
need to adapt the mealtime situations.
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